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Abstract 
Migrants along the US-Mexico border have been subjected to 
transnational violence created by international policy, militaristic 
intervention, and multinational organizational administration of border 
operations. The COVID-19 pandemic compounded migrants’ 
vulnerabilities and provoked several logistical and ethical problems for 
US-based clinicians and organizations. This commentary examines how 
the concept of transnational solidarity facilitates analysis of clinicians’ 
and migrants’ shared historical and structural vulnerabilities. This 
commentary also suggests how actions implemented by one 
organization in Tijuana, Mexico, could be scaled more broadly for care of 
migrants and asylum seekers in other transnational health care settings. 

 
Case 
During the COVID-19 pandemic in 2020, a woman we call SR, an asylum seeker from 
Honduras accompanied by her 3-year-old daughter, was waylaid in Tijuana, Mexico, in a 
crowded congregate facility housing 100 migrants, some of whom had already tested 
positive for the SARS-CoV-2 virus. By mid-April 2020, the state of Baja California in 
Mexico had registered 500 COVID-19 cases and 50 deaths,1 but a protocol had not yet 
been established to manage outbreaks in migrant shelters, and Tijuana’s hospital was 
quickly overwhelmed. 
 
Feeling ill, SR arrived at a free clinic for migrants in Tijuana with low oxygen saturation 
and a fever. Dr N, a volunteer at the clinic from the United States, reviewed SR’s 
symptoms and test results and diagnosed SR with COVID-19. Resources available to Dr 
N and other clinicians trying to respond to their increasing numbers of migrant patients 
seriously ill with COVID-19 were limited, and several clinic staff members who practiced 
in the United States were prohibited by their San Diego, California-based employers from 
traveling outside the United States, even just a few miles over the border. The number of 
clinicians allowed to travel and care for migrant patients across this border diminished 
daily. Clinicians were deeply troubled by their employers’ travel and clinical practice 
restrictions, and they struggled to decide how they could and should respond.
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Commentary 
The clinic to which SR presents is managed by a binational organization, Refugee Health 
Alliance (RHA), based in Tijuana, Mexico,2 which offers free health services to members 
of migrant communities in Baja California. Its founders believe that protecting the well-
being of migrants—especially asylum seekers like SR—arriving at the US-Mexico border is 
a responsibility of US-based clinicians. As discussed below, the clinic embraces an ethic 
of transnational solidarity in response to enduring, diverse forms of violence that 
migrants face when crossing international borders. 
 
Transnational Solidarity in Practice 
Transnationalism is a widely used framework in the social sciences wherein the nation-
state is not the primary unit of analysis.3 Ramón Saldívar, for example, uses the notion 
of a “transnational imaginary” to describe the “construction of new spaces for the 
enactment of politics outside the realm of the purely national.”4 According to Saldívar, 
migrants and those inhabiting borderland spaces between, outside, and across nation-
state borders consistently develop and redefine a transnational perspective. We 
therefore suggest that many clinicians providing care to migrant communities in 
borderland regions have also developed a transnational perspective of a “shared fate” 
with the patients they serve.4 
 
Solidarity, another concept with a long lineage in the social sciences, has been 
described as the feeling and practice of cohesion between individuals and groups.5,6 
Solidarity is undergirded by a common understanding of the mutual interests, 
responsibilities, and benefits that derive from membership in a social group or coalition. 
Solidarity can be enacted across categories of social difference through actions that aim 
to support or advocate for those disproportionately affected by systemic inequalities. 
Such practices of solidarity differ from acts of charity in their recognition of the histories 
and social structures that produce and maintain these inequalities.7 
 
Transnational solidarity is a foundation of US-based clinicians’ social responsibility to 
deliver care along international borders, in contrast to global medical humanitarianism 
efforts deployed, for example, by nongovernmental organizations like Médecins Sans 
Frontières8—with its focus on attending to individuals’ biomedical needs even across 
contested nation-state borders—and the International Committee of the Red Cross—with 
its explicit commitment to political neutrality.9 Transnational solidarity expresses an 
understanding of shared global histories that have produced recent transnational 
migrations and reinforced border militarization10,11,12,13 and expresses opposition to US 
government efforts to restrict entry to, sanction, or punish asylees and migrants.14,15 
Transnational solidarity as an ethical value also expresses medical neutrality, the view 
that patients must have unobstructed access to health services regardless of citizenship 
status or cultural, national, or political background.16 
 
Transnational solidarity conceived in this way calls upon clinicians to recognize how 
social forces and inequities produce patterns of what some scholars and advocates call 
“structural vulnerability” among patients in borderland regions.17,18 Structural 
vulnerability, a concept from the medical social sciences, considers how individuals 
often relegated to the bottom of social, political, and economic hierarchies experience 
disproportionately negative health outcomes.19 International borders themselves can 
also produce or exacerbate structural vulnerability among certain individuals and 
groups, such as irregular migrants and asylum seekers, who face disproportionate 
targeting, policing, deportation, detention, and exploitation during migration.20 Medical 
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care and advocacy for patients like SR thus necessitate engagement outside formal 
clinical spaces and on both sides of international borders—perhaps even in violation of 
institutional policies. 
 
For example, although Dr N’s employer, a US safety-net hospital, prohibited its clinicians 
from pursuing international travel, Dr N provided pro bono care in Tijuana. Because Dr 
N’s clinical care is grounded in an ethical framework that seeks to redress long-standing 
transnational harms and inequities that affect migrants’ health, clinicians and 
organizations must work at border sites to bring necessary care and material support to 
patients lacking international mobility and access to care. In short, health care and 
advocacy are not sans frontières, but transpire because of and in direct response to 
border militarization and bureaucratization practices that harm migrants. 
 
Responses to Transnational Violence 
Asylum seekers along the US-Mexico border have long been subjected to transnational 
violence brought about by US economic, foreign, and immigration policies as well as by 
various powerful multinational organizations—from drug cartels to agricultural 
companies.3,21,22 These forces are transnational in that they operate across multiple 
national borders, and they have harmed people in several countries throughout Latin 
America. As we elucidate below, viewing this continuing violence through a transnational 
lens demonstrates how the harms that SR faces are rooted in the US government’s 
historical involvement in Latin America and contemporary practices of migrant 
deterrence.23,24,25,26 
 

SR’s home country, Honduras, has been a site of perpetual US intervention since the 
early 20th century.27 For decades, Honduras’ economic and political system have been 
largely controlled by American-owned agricultural companies, and dozens of US military 
interventions have been aimed at preserving their commercial interests.10,11,13 
 
In recent years, Central America has become a primary drug trafficking route, following 
US interdiction efforts in the Caribbean.21,22 In Honduras, these efforts have resulted in 
escalating violence perpetrated by powerful local gangs with well-known connections to 
police and some political leaders.28 Many asylees have fled as a result of widespread 
human rights abuses under the Honduran government, which continues to have the 
support of the US government.29,30 
 
SR, Dr N’s patient, arrived in Tijuana with her 3-year-old daughter in 2018, after she was 
threatened with violence by a local gang. With the support of a legal advocacy 
organization, she began the process of applying for asylum in the United States. 
However, in January 2019, the US Department of Homeland Security (DHS) 
implemented the Migrant Protection Protocols (MPP).31 The MPP contravened 
established domestic and international refugee law by sending asylum seekers like SR 
back to Mexico to await resolution of their court proceedings, placing them at increased 
risk for victimization by local gangs, transnational drug cartels, and Mexican security 
officials.32 In the wake of the COVID-19 pandemic, asylum trials were postponed, leaving 
many asylees indefinitely stranded in Mexico.33 
 
In addition to DHS implementing the MPP, in August 2021 the Centers for Disease 
Control and Prevention (CDC) issued an order under Sections 362 and 365 of the Public 
Health Services Act,34 which allows border agents to immediately expel migrants 
attempting to cross into the United States, often preventing them from making an 
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asylum claim. Ostensibly aimed at defending against the spread of COVID-19, the order 
flouted international human rights laws and bolstered anti-immigrant rhetoric and a 
crackdown on the asylum system.35,36 Meanwhile, due to US pressure, the Mexican 
government has taken increasingly heavy-handed approaches to asylees.37,38 Since 
implementing these policies, many along the US-Mexico border have had to stay in 
crowded, underresourced shelters or makeshift camps while awaiting court dates.39 
These migrants are also often denied health care in public facilities.40 
 
Forging Transnational Solidarity 
Although Dr N was prohibited from international travel by his employer, he continued to 
travel given the urgent needs experienced by asylum seekers and a recognition of the 
US government’s role in amplifying the harms they experienced. Some clinicians’ 
supervisors support efforts like Dr N’s, though perhaps begrudgingly. RHA, which 
manages the clinic employing Dr N, required its clinicians to follow CDC guidelines to 
reduce risk of transmitting SARS-CoV-2.  RHA’s work demonstrates how transnational 
solidarity can help clinicians and organizations navigate ethically complex health care 
along politically fraught borders. Clinicians can work in solidarity with migrants in some 
of the following ways. 
 
Challenge the stigmatization of migrants. Anti-immigrant rhetoric and policies have 
stigmatized migrants—especially migrants who do not qualify for asylum—and who, as a 
result, may be perceived as being less deserving of quality medical care.41,42 Clinicians 
can challenge the stigmatization of migrants by interrogating their own negative biases 
when providing care to migrants. Health professions educators can help students 
overcome stigmatization by training them in social medicine frameworks, such as 
structural competency, that acknowledge the impact of US policies on migrant 
health.43,44 
 
Provide in-person or telehealth care to migrants with limited access to services. Many 
organizations are working tirelessly to provide medical care, whether in person or 
virtually, to migrants and asylees in border regions. Recognizing that many clinicians 
may not have sympathetic supervisors, Dr N has begun to work with others to organize 
telemedicine consultations with the support of volunteers in Tijuana. Asylum seekers 
also must often undergo forensic medical examinations to support their cases. Medical 
student-run initiatives,45 such as the asylum clinic launched by the Los Angeles Human 
Rights Initiative,46 provide opportunities for clinicians to conduct pro bono forensic 
evaluations.45,46 Practitioners should explore similar initiatives in their localities or, if 
none exist, launch their own. 
 
Channel critical resources across and along borders. RHA’s clinicians drew upon their 
networks to deliver important resources across the border, even during a pandemic that 
restricted clinicians’ travel and work. They also mitigated the compounded risks 
experienced by asylees by supporting shelters in implementing public health measures. 
For example, Dr N worked with other clinicians and organizations to raise funds so that 
SR could stay quarantined in a hotel room to reduce further spread of COVID-19 at her 
shelter. With the support of its network, RHA then installed handwashing stations at 
several shelters and distributed donated personal protective equipment and diagnostic 
instruments to shelter directors. Through maintaining robust communication with 
shelters, doctors were able to diagnose several people with COVID-19 and request 
support from local public health authorities. Clinicians should consider the material and 
knowledge-based resources they can access through their networks in order to make 

https://journalofethics.ama-assn.org/article/how-should-autonomy-persons-experiencing-homelessness-be-balanced-public-health-during-pandemic/2021-11
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those resources accessible to vulnerable communities at the border. Supporting COVID-
19 vaccine distribution to migrant communities is also urgent. 
 
Challenge immigration policy that incurs harm and undermines clinical neutrality. For 
example, RHA collaborates with legal organizations seeking to overturn the MPP and 
CDC order and has joined efforts to protest the inadequate—and at times harmful—
health care provided to asylum seekers in US detention centers.47,48,49 These important 
partnerships seek to intervene in transnational harm. Thus, the ethics of transnational 
solidarity guiding the RHA’s work serves as a source of creative intervention, 
collaboration, and commitment to health equity. 
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